Two EENT surgeons presided over the changes which were to take place in the Staff. James R Wheeler was elected Chairman of the Staff in 1961. A rugby player of no mean ability with seven Irish caps to his credit, he had been appointed assistant surgeon to Belfast Ophthalmic (now Shaftesbury Square) Hospital in 1928, becoming senior surgeon in 1936. Assisted by Kennedy Hunter, he was the mainstay of ENT services in Belfast during the last war and it is on record that he saw 90 outpatients on one morning session (without the help of an SHO or Registrar). He was followed by J Allison Corkey, son of a wellknown Presbyterian cleric who was the first person in Belfast to come on the staff of a teaching hospital purely as an ophthalmologist (in 1934 NEW SUB-SPECIALTIES The development occurred, often assiduously, of completely new specialties (or sub-specialties), nephrology, cardiology, medical statistics, epidemiology and metabolic diseases were among the earliest of these. Each had its own requirements, including special fundings and it is reasonable to think that each would want representation in the 'corridors of power'.
ANAESTHETICS AND INTENSIVE CARE
There was unexpected expansion in some existing specialties, of which anaesthetics is a good example. There has already been one depressing quotation on the subject of hospital finance from the 1956 hospital report. An equally depressing one dealt with anaesthetic services.
'The demand for anaesthetic services continues to rise, and this, combined with the shortage of junior staff entering the specialty in Northern Ireland, has made the task of providing anaesthetic cover extremely difficult during the year.' As today, services were provided on a group basis (Royal Victoria Hospital, Royal Maternity Hospital, Royal Belfast Hospital for Sick Children), and junior cover for the site was then provided by three registrars and 6 SHOs. All new trainees spent three months with consultants before being permitted to do operating sessions. It was in the years 1960-62 that the main changes occurred, both in the training, the work and the status of the anaesthetist, although many of these were initiated years previously. Anaesthetics is now among the best organised specialties on a province-wide basis and there are three reasons for this rise from the doldrums: (i) Teaching A successful outcome of these and ventilation of a patient with poliomyelitis prompted further requests, but this was very demanding work and difficult to combine with normal clinical practice. In October 1960 Dr Robert C Gray was appointed fulltime research fellow with the objective of investigating the need for and feasibility of providing a clinical service for patients with respiratory insufficiency. At the same time the author was allocated two clinical sessions per week for this work, and the involvement of the anaesthetist in direct patient care, as distinct from the mere provision of a 'service-specialty', had started. They were providing intensive care -although focussed on respiration. Patients' vital functions were monitored continuously and the foundations were laid for current practice. Ventilation on several sites was impractical and steps were taken to organise a proper unit. The neurologists had provided facilities with two beds in ward 22 and in September 1961 the Medical Staff Committee supported the suggestion of the Management Committee that 'in view of the greater risk of cross-infection among cases under treatment in this unit than among VD cases, the two twin-bedded wards at present being used for VD cases should be exchanged for a four-bedded ward, thus leaving the two twin-bedded wards for respiratory failure cases.' The balcony on Ward 22 was later closed off to provide a bedroom for the resident anaesthetist and a functional respiratory failure unit (RFU) became operative by the end of 1961. Once the nursing authorities realised that these patients required specially trained nurses, their co-operation was excellent, as was that of the physiotherapists, who had now found a useful new application for their skills. The continuing success of this Unit was shown when Dr Gray was asked to give the 1962 Calvert Lecture on his work in the development of the Respiratory Failure Unit. This service was getting growing support from the whole hospital staff and cases were being referred from all over the province. To complete the service a consultant anaesthetist with a major interest in this subject was needed and an appointment was made in the following year. In more ways than one, this was a time of change. It saw not only the 'end of the 50' but the beginning of a revolution in anaesthesia. Ventilators have changed beyond recognition since then. They started with a simple electrically-driven bagsqueezing machine which embodied a three-speed Sturmey-Archer gear change (as was then popular in bicycles). This was followed by the more sophisticated and sturdy Smith-Clarke and Cape ventilators designed by Captain Smith-Clarke, who had helped design Daimler and Alvis cars, and whose daughter had poliomyelitis. These 'heavies' were later augmented by simple oxygen-driven machines (Bennett; Bird); more versatile in performance, but not as reliable. Now there are very sophisticated electronic machines which only the experts can understand. In the space of a decade -1956-1966 -medical practice was revolutionised yet it remained patient-centred. A computer-programmed ventilator is typical modern equipment: with the advent of the microprocessor we are in the midst of the next decade of change. Will this remove us far from direct personal contact with our patients? Can we still remain as humane and caring a profession at the end of this era as we did in the period reviewed here?
